Background-Major airways obstruction is a distressing cause of morbidity and mortality. For disease that is extensive and recurrent, there is a need for a safe and cost effective technique for pallia-
Bottom: Endoscopic view of the same patient after Left main diathermy resection; stridor was dramatically relieved and bronchus samples were obtainedfor histological examination. Nineteen of the 20 patients treated electively benefited symptomatically from the treatment, reporting considerable improvement in breathlessness and amelioration of haemoptysis. In all eight patients in whom preoperative lung function tests were performed there was an objective improvement ( fig 4) . There was a mean improvement in FEV1 of 53-1% (range 8% to 142%) and in FVC of 20-6% (range 0% to 100%).
The average length of stay in hospital was five days. This ranged from two days for patients requiring a single treatment session in whom further evaluation was unnecessary, up to 14 days for the 11 patients who went on to receive further treatment in the form of gold grain implantation, afterloading radiotherapy, stenting, and tracheal resection.
There were no intraoperative complications in any patient. Haemorrhage Follow up at three months was incomplete as these patients are not routinely seen by us in the outpatient department as they are referred back to the physician or oncologist. Five patients had undergone repeat diathermy resection for tumour recurrence without any complications and two patients had died from their underlying malignant disease during this time.
Discussion
Our experience demonstrates the efficacy and relative safety of using diathermy to resect tracheobronchial obstruction. It is immediately available to the endoscopist faced with an emergency airway problem. There is no systemic toxicity or dosage limit, and is of low cost. The morbidity and mortality seem acceptable given the poor state of these patients and the failure of other treatment. The one patient who died at 24 hours had advanced disease with total collapse of the lung and the airways completely encased in tumour tissue. Despite recanalisation, ventilation was not improved. Inpatient stay was short. Elective patients were admitted on the morning of treatment and discharged home the following day.
For We conclude that bronchoscopic diathermy resection provides a cost effective method of palliation in patients with airway obstruction. It is appropriate in non-neoplastic and benign or malignant neoplastic obstruction and is potentially useful as an emergency modality to permit measured assessment before adjuvant treatment.
